INTRODUCTION
Hospitalization in neonatal intensive care units (NICUs) is stressful and traumatic for mothers (1) , even in the absence of clinical or pathological concerns (2) . Several studies involving mothers of infants hospitalized in NICU identifi ed diff erent sources of parental stress, defi ned as the physical and psychological aspects of a situation that impose demands on individuals (1, 3, 4) . High stress is an important risk factor for poor parent-infant relationships during early childhood and has long-term negative outcomes (5) . Research indicates that parents whose infants have been admitted to NICU experience emotional reactions such as guilt, depression, fear, anxiety, acute stress disorder, etc. (6-9).
There is ample evidence indicating that individuals who suff er traumatic events experience many negative physical and psychological consequences, but not all posttraumatic responses are negative (6, 7, 10) . Positive outcomes occurring in individuals after stressful or traumatic events are defi ned as "perceived benefi ts", "stress-related growth" or "posttraumatic growth" (11, 12) . Previous research on posttraumatic growth was mainly focused on life-threatening illnesses such as cancer and coronary heart disease (13) (14) (15) (16) . Having a newborn admitted to NICU can be a source of serious trauma and crisis for the mother, but also may be related to posttraumatic growth.
The aim of this study was to examine the factors that might predict posttraumatic growth levels in mothers who had an infant admitted to NICU. We hypothesized that social support and impacts of events would predict posttraumatic growth in mothers following NICU experience.
SUBJECTS AND METHODS

Study population and procedures
Study population consisted of all mothers living in the Niğde provincial center and whose babies were admitted to the Level 1 NICU between December 2007 and November 2008. Qualifi ed mothers were identifi ed from hospital records and contacted by phone (N=493). Sampling was determined according to the sample size formula (n=210). Eligible mothers whose babies were hospitalized in NICU for at least one day in the previous year were included. These mothers were literate and agreed to participate after being informed about the study.
The procedure parents' information was provided by the hospital manager and these mothers were contacted by phone and informed about the study. Mothers who agreed to participate in the study were visited at their home, where they completed the self-administered questionnaires. All mothers were literate and provided written informed consent to participate in the study. The study protocol was approved by the Niğde University Ethics Committee. Institutional permission was granted from the hospital. All participants completed the questionnaires by themselves. Birth age and time of discharge from the NICU were ignored in this study.
Survey instruments
Demographic data and information related to the intensive care experience were collected via questionnaire. Additionally, the following scales were administered:
Posttraumatic Growth Inventory (PTGI)
This inventory developed by Tedeschi and Calhoun assesses positive changes in an individual following a traumatic incident (11) . Ratings are made on a 6-point Likert scale from 0 to 5. The potential total scores range from 0 to 105, with a higher score indicating greater growth. In this study, internal reliability for PTGI was 0.95 and reliability for the subscales ranged from 0.64 to 0.86.
Impact of Event Scale-Revised (IES-R)
Originally developed by Weiss and Marmar (1997) , this instrument was adapted into Turkish by Çorapçıoğlu and colleagues, with a Cronbach's alpha coeffi cient of 0.93 (17, 18) . The scale consists of 22 items. In this study, internal reliability for IES-R was 0.95 and reliability for the subscales ranged from 0.82 to 0.93. The Cronbach's alpha coeffi cient of the scale was calculated as 0.95 in the current study.
Multidimensional Scale of Perceived Social Support (MSPSS)
The MSPSS was originally developed by Zimet et al. (1988) to investigate the level of social support received from diff erent sources (19) . The reliability and validity of the instrument in Turkish was published by Eker and Arkar (1995) , with a Cronbach's alpha coeffi cient of 0.88 (20) . Each item is rated from 1 to 7 on a 7-point Likert scale, with higher scores indicating greater support. In this study, internal reliability for MSPSS was 0.77 and reliability for the subscales ranged from 0.45 to 0.97.
Statistical analyses
Using a two-step cluster analysis, we categorized the total score obtained from the PTGI into a variable coded as "little postraumatic growth"/"more posttraumatic growth". This type of analysis was done to create homogeneous subsamples (clusters) of our heterogeneous sample in order to avoid any possible sampling bias. Hierarchical Binary Logistic Regression was used for modelling the association between the outcome variable (growth after trauma) and the predictor variables (impact of trauma and social support) (21) . All data analyses were completed using the SPSS version 16.0 (Chicago, SPSS Inc.).
RESULTS
More than half of the babies (67.1%) were admitted after birth and 69% underwent treatment for jaundice. Most (84.8%) infants stayed less than eight days in NICU and 88.6% of the mothers had no prior NICU experience ( Table  1 ). The mean PTGI score was 75.70±22.17. The results of cluster analysis yielded a mean growth level score of 37.64 (SD=17.63) for 39 subjects coded as Cluster 1. This sub-sample was defi ned as individuals who experienced little growth after trauma. Conversely, the category coded as Cluster 2 comprised 171 subjects who were defi ned as individuals that showed considerable growth after trauma and had a mean score of 84.38 (SD=11.27) . Finding an acceptable goodness-of-fi t, we tested statistical signifi cance of the coeffi cients of predictor variables on the outcome. The intercept was statistically signifi cant (β=1.472; p<0.0001). Table 2 summarizes p values for each variable in the model.
The eff ects of predictor variables included in the model on the outcome variable are listed in subcategories in Table 3 . All predictor variables were signifi cantly associated with posttraumatic growth (p<0.05), hence they remained in the model. These predictor variables explained 97.4% of variance in the outcome; thus, we suggest that the variables included in the model explained the outcome very well. Table 4 shows that every increment in the predictors resulted in a level of increment in the odds of observing the outcome variable. The odds ratios were not statistically signifi cant since the category coded as 1 indicated 'little posttraumatic growth' . Based on this, not all variables in the regression model were signifi cantly predictive of little posttraumatic growth. In other words, the subdimensions of the MSPSS predicted relief, escape, over-stimulation and post- traumatic growth, and the fi ndings were statistically significant.
DISCUSSION
We found the levels of social support and the impact of event to have a statistically signifi cant association with posttraumatic growth in the mothers having previous NICU experience. The prevalence of PTG for mothers was 75.7%, i.e. higher than the fi ndings in similar studies in cancer survivors, patients and students (15, (22) (23) (24) (25) (26) . This higher prevalence might be related to the severity of trauma. Mothers might demonstrate higher PTG than survivors with more serious illness because infants admitted to Level 1 NICU did not experience serious or fatal illness. Thus, higher PTG may be associated with the babies' recovery at the end of their admission to NICU. The mothers' cultural background and religious faith may be related to higher PTG. Additionally, according to Tedeschi and Calhoun, women are more prone to posttraumatic growth (11) .
The results of the modelling and regression analysis in the current study showed that social support and the impact of event explained 79.4% of variance in posttraumatic growth. Social support and the impact of event were major predictors of posttraumatic growth outcomes. Our fi ndings are consistent with the results of studies investigating the association between social support and posttraumatic growth (13, 27, 28) . Leung et al. (2010) identifi ed signifi cant association between greater social support and posttraumatic growth (28) . In a study investigating posttraumatic growth following childbirth, Sawyer et al. (2012) found no association between PTG and social support (29) . Similarly, no statistically signifi cant association was found in another study investigating coping strategies, social support, attachment styles and posttraumatic growth in cancer survivors (14) .
The results of our current study showed social support to predict posttraumatic growth and this fi nding is consistent with Tedeschi and Calhoun' s theoretical model (11, 12) .
The impact and magnitude of traumatic event is an important variable in predicting PTG. Some previous studies have reported positive association between the impact of event and posttraumatic growth (16, 26, 30, 31) . Conversely, a recent study by Arikan and Karanci (2012) found negative correlation between traumatic events and posttraumatic growth (32) . In the current study, the mean IES score was 17.49 (SD=18.64), indicating a low negative impact of event.
It is possible that lesser perception of the event facilitates posttraumatic growth.
The fi ndings of the current study are extremely valuable for preventing negative impacts of traumatic events on individuals and for transforming the experience into an opportunity for growth. As health professionals who work most closely with patients and families following trauma, nurses are in a position to ensure patients' awareness of the social support available. Through nursing interventions, the negative impacts of NICU admissions can be minimized. Nurses can contribute greatly to transforming the negative eff ects of trauma into a positive opportunity for growth. 
